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HEALTH STATUS IN ORISSA 


SUMMARY 


The Area Development Programme (ADP) in Orissa was initiated in 1980 to 
accelerate the pace of improvement in Health and Family Welfare services Since the 
inception of the programme, the Government of Orissa Department of Health and 
Family Welfare, has been supported in this tremendous task by the British Overseas 
Development Administration (ODA). 


In 1989 a survey was carried out to assess the impact of the programme in the five 
districts in which intensive activities had been taking place for seven years. In addition 
the health and family welfare status in the remaining eight districts was evaluated, as 2 
preview to extension of the programme. Following this, since 1990 ADP has been 
constructing health facilities in further five districts, while the training and other health 
service development components span the entire State. 


National and State level workshops were held to examine the survey and disseminate 
it’s findings. This report records the responses to, and recommendations from the 
survey, made by the participants of these two workshops. In summary these were: 


1. The most significant findings : 

* 29% of married couples use a family planning method, of whom only 2% use spacing 
methods, in the rural areas. 

* 35% of pregnant women receive both iron tablets and tetanus toxoid injection. 

* 80% of all deliveries are conducted at home by untrained persons. 

* 68% of infant deaths (deaths under one year) take place within the first 28 days of 
life. 


2. Focus for the future 
Strengthen the Information, Education and Communication (IEC) activities and 
involve the community in health promotion. 

* Improve the supervision and management at sub-centre and Primary Health Centre 
level. 

* Strengthen the links between the grassroots workers i.e. Traditional Birth 
Attendant, Multipurpose worker, Anganwadi worker, and village women. 

* Intensify efforts to promote spacing methods of contraception through government 
and non-government systems. 

* Promote safer delivery by all birth attendants, whether trained or un-trained. 
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HEALTH STATUS IN. ORISSA 


1.0 WHAT IS THIS REPORT ABOUT ? 


This report should give you a clear picture of the current Health and Family Welfare 
Status in Orissa. 


It will reflect the responses of participants of two workshops, held at national and state 
levels, to a survey conducted in all thirteen districts of Orissa covering health and 
population indicators and the availability and utilisation of health and family welfare 
services. 


The findings of this study have implications for health policy and action in Orissa. These 
will be discussed, highlighting the findings that the participants felt to be of particular 
significance, and the areas where action is most urgent. 


2.0 WHO IS IT FOR? 


The contents of this report should be useful to all those involved in planning and 
carrying out health activities. 


This includes all levels of the government sector from national and state policy makers 
to multi-purpose workers in the villages. In addition it should serve as an information 
base for the non-governmental sector which is contributing to innovations in health care 
and addressing social dimensions of health which may be beyond the scope of 
government. 


3.0 BACKGROUND TO THE PROJECT 


Orissa is one of the 14 States in India in which projects to accelerate the pace of 
improvement in Health and Family Welfare services have been taking place. These are 
known as Area Development Programmes (ADPs). 


Financial assistance for the ADPs has been given by various international donor 
agencies. In Orissa the British Overseas Development Administration (ODA) is the 
assisting agency and this ADP is known as the Orissa Health and Family Welfare 
Project. 


The Orissa Health and Family Welfare Project covers 10 districts in Orissa, and may be 
expanded to include the remaining 3 districts. The districts included to date are : 


Cuttack, Puri, Ganjam, Phulbani, and Kalahandi, ina first phase of activity which began 
in 1981; and Dhenkanal, Keonjhar, Sundargarh, Mayurbhanj and Sambalpur, in which 
intensive programmes are currently taking place. 
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HEALTH STATUS IN ORISSA 


3.1 PROJECT ACTIVITIES 


Strengthening of the physical infrastructure including renovation and construction 
of rural health centres and staff quarters, and provision of water and electricity 
supplies to these buildings. 


Supply of furniture, equipment, vehicles and drugs to improve the functional 
capacity of the health facilities. 


* Human resource development, including specific training programme within India 
and overseas; development of District Training Teams for on-going training; and 
creation of new training facilities. Special attention is being paid to Nurse Continu- 
ing Education, for which a competency based learning package is being developed. 


* Information, education and communication activities to promote awareness of 
good health practices, increased utilisation of health services and community 
participation in health service development. 


* Developing a Management Information System, with particular emphasis on 
information needs at district and sub-district level. 


-* Investigating, and devising solutions to specific problem areas such as equipment 
repair and maintenance. 


* Working with non-governmental organisations in order to support, and learn from 
those who are closest to the community. 


* Operations research studies to test out alternative approaches to health care and 
develop cost-effective, replicable models. 


At the beginning of the Project a baseline study was undertaken by the International 
Institute of Population Science, Bombay, in 1982. A later assessment was carried out by 
the Operational Research Group, Baroda. 


In 1987 MODE Research of Calcutta was commissioned to conduct a survey in all the 
13 districts of Orissa, which therefore included data collection from Bolangir, Balasore 
and Koraput, the districts not presently covered by the Project. 


The data was collected during 1989. It covers utilisation of health services and levels of 
morbidity, mortality, fertility and contraception. The overall sample frame of the 
endline and baseline studies combined totalled 13,000 households from 300 survey 
locations in the 13 districts of Orissa. 
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HEALTH STATUS IN ORISSA 


As such, the survey, which has become known as the MODE SURVEY gives a 
comprehensive picture of the health status of the population in Orissa in 1989, 


A series of workshops to examine the survey and disseminate its findings were agreed 
by the partners in this initiative : the Government of Orissa, the Government of India 
the British Overseas Development Administration, the British Council Division of the 
British High Commission and Mode Research Private Limited. 


This review of the National and State level workshops aims to make more widely 
available the most important findings of the Mode Survey and their implications for 
action, as perceived by the workshop participants. 


4.0 WORKSHOPS 


4.1 THE FIRSTWORKSHOP 


The first workshop was held at National level by the Ministry of Health and Family 
Welfare in New Delhi on 4th and 5th February 1991. The thirty participants 
included representatives from the Governments of India and Orissa, British 
Overseas Development Administration, British Council Division of the British 
High Commission and Mode, together with those from international and national 
non-governmental organisations. Also represented were national and regional 
academic institutes from the health and population field. 


Given the wide experience of the participants in health policy, planning and 
research, the workshop provided a forum for a rigorous peer group review of the 
quality of the work conducted and the nature and significance of it’s findings. 


Within the two days, the time was divided between presentation of the data by Mode 
and structured discussions on the implications of the findings. The later took the 
form of 4 working groups, with members of each group provided with a theme and 
associated questions to answer. These covered setting priorities in health and family 
welfare; health service delivery; family welfare service delivery; and priorities for 
future research. The outcome of these discussion will be presented later in this 
report. 


4.2 THE SECOND WORKSHOP 


The second workshop was held at state level by the Govenment of Orissa Depart- 
ment of Health and Family Welfare, in Bhubaneswar, on 8th--10th May 1991. 
Government of Orissa health officers from state and district levels participated, 
together with representatives from the British Council Division of the British High 
Commission, Government of India, Mode and a consultant from the University of 
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HEALTH STATUS IN ORISSA 


Surrey. The third day was devoted exclusively too 

nil perations research (OR). For thi 
day the participants of the Mode workshop were joined by fees mi tr 
governmental organisations based in Orissa. 


Many of the participants had worked, or were currently working in the districts in 
which the survey had been conducted. A feature of this workshop was the close 
working knowledge of ’the field’ and hence a comparison of whether the scientific’ 
survey results reflected the realities of the villages. Participants were quite ready to 
accept that ’on the job observation’ can only give a partial picture of health status 
the quality of services and how they are used. Being able to quantify what had 
previously been only impressions, guesses and assumptions revealed the true 
dimensions of the problems to be tackled and gave focus to what needs to be 
achieved. The result was a clear consensus on the most significant findings of the 
Mode survey and a wealth of suggestions on howtoimprove the quality of health and 
family welfare services. 


5.0 FINDINGS 


In order to make the information readily usable, the Mode Survey findings and 
recommendations will be discussed under specific headings. These are based on the 
themes for discussion in the Delhi workshop, and will incorporate the issues raised in 
the Bhubaneswar workshops. 


5:1 HEALTH POLICY AND PLANNING ISSUES 5 


This section attempts to answer the following questions : 
* What are the major health problems in Orissa ? 

* What are the objectives to be achieved ? 

* Which are the priorities for action ? 


It will discuss : 
* Trends in health and population changes. 
* Other factors which have an impact on health. 
5.1.1 THE PROBLEMS 
(Unless otherwise stated the Mode Survey is the source of data). 
5.1.1.1 High Infant Mortality 
Orissa has the highest infant mortality rate in India. Out of every 1000 babies 


born alive, 122 dies within the first year of life [Rural rate for all Project 
districts, of 96/1000, All India rate]. 
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HEALTH STATUS IN ORISSA 


High proportion of infant deaths in the neonatal period -- nearly 70% of the 
infant deaths take place within the first 28 days of life. 


Nearly 30% of infant deaths take place within one day of birth. 


[Kanitkar and Murthy 1988 from their analysis of the 1982 baseline survey 
conducted by IIPS, Bombay] 


50% Higher infant mortality among the scheduled tribes. 
(187 compared with overall Phase I rate of 125 for ruran areas) 


The major cause of infant deaths is low birth weight (55% of deaths 
classified as causes peculiar to infancy’, which account for 68.6% of all infant 
deaths), with respiratory infections ranking second. 


[Ali and Acharya, Health Situation in Orissa -- A Statistical Profile 1991, 


complied using data from Survey of Causes of death (Rural) Series 3, Office 
of R.G. 1990}. 


5.1.1.2 High Child Mortality 


Nearly 50% of all deaths take place within the first 5 years of life. [Ali LO 
and Acharya 1991, from Children and Women in India, A Situational 
Analysis, UNICEF 1991.] 

; Children born to very young (under 20 years) or elderly mothers (late 
forties) are at greater risk of early death. 6 


5.1.1.3 High Overall Mortality 


. Overall death rate is high. It is still higher among the scheduled tribes 
(crude death rate 14.6 per 1000 population among the scheduled 
tribes compared with 10.9 in the general population -- figures relate 
to Phase I districts). 


5.1.1.4 High Levels of Child Morbidity 


: 60% of two year old surveyed had suffered from diarrhoea. 

. 70% of two year old surveyed had suffered from cough and fever. 

More than 20% of two year old had suffered from whooping cough, 
measles and worms. 


5.1.1.5 High Morbidity among Women of Reproductive Age 


sj 30% of women in the reproductive age group reported illness during 
the previous six months and half of these woman were unable to do 
their normal work. 
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HEALTH STATUS IN ORISSA 


5.1.1.6 High Fertility 


* 


Crude birth rate is 31 per 1000 population. A married woman is likely 
to have an average of 5 live births over her child bearing period, of 
whom 4 will survive. 


30% of all births are the fourth or more child born to the mother. 


5.1.1.7 Poor Nutritional Status of Children 


* 


Assessments vary, but some data suggests that in 1989 nearly 60% of 
children were moderately malnourished and 13.5% were severely 
malnourished. 

[Ali and Acharya 1991, from Women and Children in India, A 
Situation Analysis 1990, UNICEF] 


5.1.1.8 High Incidence of Malaria 


' In India, 2 million cases of malaria were reported in 1989. Of these, 


13% came from Orissa, which makes up 3.73% of India’s population 


(WHO). 
° 31% of p.falciparum cases in India, the species of malaria responsible 
for severe (cerebral) malaria and mortality, are from Orissa. _ 


s 48% of all deaths in India due to malaria come from this State. 


The districts in which the incidence of malaria is highest are Keonjhar, 
Phulbani, Sundergarh and Mayurbhanj [data from NMEP]. 


5.1.2 OBJECTIVES OF HEALTH INTERVENTIONS 
AND PRIORITIES FOR ACTION 


The objectives of the Area Development Programme in Orissa are to improve 
the health and family welfare status of the population, with priority for mothers, 
children and tribal groups. The Mode Survey clearly indicates that these broad 
objectives need to be vigorously pursued and points the way towards more 
specific goals to be achieved. 


5.1.2.1 Prevention of Early Infant Deaths 
The high proportion of babies which die inthe first few days and weeks of life 
suggests that many of these deaths may be prevented by specific interven- 


tions during pregnancy, delivery and through post-natal care; and ‘ne 
success in these efforts will have a major impact on overall infant mortallty, 
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HEALTH STATUS IN ORISSA 


The Mode and other surveys give us some clues about how this can be 
achieved : 


A significant number of babies are the fourth or more child born to the 
mother. Tnese children are more likely to die than their older brothers and 
sisters. Children born of very young or old mothers are also at increased risk 
of death. Premature births, low birth wei ght, respiratory and other infections 
are major causes of death. In addition the health of the mothers of these high 


risk babies is endangered. Many women of child bearing age are in poor 
health. 


Action Areas 


-- Promotion of family planning particularly targeted at very young women, 
older women and post-partum women. 

-- Provision for early ante-natal care and identification and referral of high 
risk women. 

-- Facilities for safe delivery of all women and additional facilities for high 
risk women at referral centres. 


-- Improved access to food and promotion of better feeding practicesfor y 
mothers and their babies. ee 
-- Education of mothers to promote self-care. _ 
a 
8 


-- Provision of post-natal services including education on breast feeding 
and care of the newborn 

-- Special attention to providing appropriate services to the tribal 
population. 


5.1.2.2 Reduction of Child Morbidity and Mortality 


Children who survive the first year of life are still not safe. They are likely to 
suffer from a variety of infections which will impair growth and development 
and may even kill. 


Since children are exposed to a whole range of environmental factors, a com- 
prehensive approach must be taken to improve their health and prospects of 
survival. 


Action Areas 


-- Education of families on preparation of locally available nutritious foods 


-- Growth monitoring Berge 
-- Education for parents, older siblings and grandparents about 0 


rehydration therapy 
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HEALTH STATUS IN ORISSA 


Continued efforts to achieve complete immunization to all children and 
- tetanus toxoid immunization to women 
Education of families and communities to improve the status of the girl 
child : 
-- Access and availability of health care 


5.1.2.3 Improving Health of Teenage Girls and Women of Child bearning Age 


Mode revealed a high level of illness among women of reproductive age. 
Ill health effects both the woman and her family, 


Action Areas 


-- Improved access to food, particularly to pregnant and lactating mothers 
-- Access to health services 


5.1.2.4 Reduction in number of Children a Woman bears 


Inorder to improve child survival and the health of a woman, a reduction in 
the number of children each bears will have a profound effect. 


Action Areas 

-- Knowledge about, and access to temporary and permanent contracep- 
tive methods. | | | 

-- Facilities for safe abortion and promotion of it’s legal status. | 

-- Populationreductionand family planning in schools andin adult literacy 
classes. | 


These have been identified by the Workshops as the priority objectives to be achieved, 
though the list could go on and on. It is obvious that the means of achieving these 
objectives are inter-related : contraception has an impact on women's health, child 
survival and of course, the population growth rate -- control of which is in everybody’s 
health interest; poor nutrition impairs the health of both the pregnant woman and 
unborn child. 


A comprehensive approach to health care is need, as advocated in the 1978 Alma-Ata 
Declaration on Primary Health Care. Within this framework, we can identify at the 


local level the most urgent areas for action but, interventions to address these should . 


be broad-based. Selective measures may achieve short term goals but taken alone may 
not be in the interest of long term health. For example, concentrating efforts on oral 
rehydration therapy may save some young babies from dying (which will be reflected 
in lower infant mortality rates) but, in the absence of adequate nutrition these children 
will suffer impaired development and be vulnerable to disease throughout their 
childhood, and some will surely die. 
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HEALTH STATUS IN ORISSA 


$.13 HEALTH SERVICES AND HEALTH STATUS 


The activities suggested to improve health status are concentrated on health 
services (i) because appropriate health service interventions can have a marked 
impact on health and (ii) from a planning point of view the main activity of the 
Area Development Programme is providing health and family welfare services. 


However, it is widely recognised that health services are only on of the inputs 
which make a difference to health. It is difficult to assess the exact status of 
populations, but those known to have a positive impact are programs aimed at: 


Alleviation of poverty e.g. through income generation schemes 
Improving nutritional status through improved access to food 
Providing access to safe drinking water and sanitation 
Improving housing 7 

Improving the status of women 

Increasing literacy, particularly women’s literacy levels 


“* * s+ t+ * 


ADP coordinates with other government departments, and supports non- 
government organisations (NGOs) working in these fields. WI), 


) 


§:1.4.1 Crude Birth Rate 10 


5.1.4 HEALTH AND POPULATION TRENDS 


Over the period 1981-88, the birth rate fell by 1 point (to 31 per thousand 
population) in rural areas of the Phase - I districts and by 2 points in the 
districts as whole. However, the total marital fertility, the average number of 
births a woman is likely to have over her childbearing period, remained 
constant at 5.7. 


5.1.4.2 Crude, Death Rate 


Over the same period in the same districts there was only a marginal decline 
in the crude death rate, a finding that is in line with the Sample Registration 
System (SRS) data for Orissa which shows a drop from 12.9 deaths per 
thousand population in 1981 to 12.8.1988. 


5.1.4.3 Infant Mortality Rate 


SRS data for this period shows a decline in infant mortality, the rural rate fell 
from 140 to 126 whilst the urban rate remained static at a much lower level 
of 69 deaths per 1000 live births. The Mode data shows little change 1n infant 
mortality rate, which may be due to under estimation in the baseline survey. 
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HEALTH STATUS IN ORISSA 


Orissa ranks highest amongst-all the states in terms of infant mortality rate. 


ALL INDIA ORISSA 
ica 


* SRS 1988 


The infant mortality rate does not indicate discrimination against infant girls. Measures 
of child survival used in the survey show similar survival rates for male and female 
children. 


INFANT MORTALITY RATE 


(Rural & Urban, Phase 1 districts 1987-89 average) 


5.1.4.4 Population Growth Rate 


The decennial growth rate between 1981-1991 was 19.50%. This compares 
favourably to other states (all-India 23.50%) but is attributable to the high 
infant mortality rate rather than a low fertility rate. 


5.1.4.5 Sex Ratio 


The sex-ratio has Leen steadily declining since 1921, from 1037 to a current 
level of 972 females to 1000 males, though itis still higher than the national 
level. There have be>n no adequate explanations for this decline. 


5.1.4.6 Morbidity 


Women and mensuffered from similar levels of illness which have remained 
unchanged.. 


Nosex differences were apparent in child morbidity and the pattern of illness 
remains the same, with large numbers suffering from cough, fever diarrhoea, 
whooping cough and measles. 
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——————————————————————— 


5.1.4.7 Literacy 


During the Phase I Project period literacy rates of both men and women 
improved, though female rates remain much lower with 43% of rural women 
literate in 1989 compared with 72% of rural men. Over this period there was 
a greater increase in school attendance by girls than boys, with the greatest 
improvement amongst girls from the scheduled tribes. However the overall 
attendance of girls remains lower than boys (51% cf 66%) and the lowest 
attendance (26%) is amongst scheduled tribe girls. 


HEALTH AND FAMILY WELFARE 
SERVICE DELIVERY ISSUES 


* What does the Mode survey tells us about the effectiveness of the Health and 
Family Welfare Services in Orissa ? 

* How can the results be used to improve service delivery ? 

* At which level should planning take place ? 

* Does target setting in family planning achieve the maximum couple protection 
rate? 


Below are the responses from the workshops to these questions. 
Effectiveness 


Questions about effectiveness ask whether the objectives of the service are being 
met. The final goal, that is to improve the health and family welfare status of the 
population, has already been discussed. The immediate objectives are to increase 
the availability and improve the quality of health and family welfare services. We 
want to increase the number of people using the services, particularly those who are 
poor and disadvantaged. Their need is greatest but they tend to use the services 
least. 


1 AWARENESS AND UTILISATION OF 
GOVERNMENT HEALTH SERVICES 


5.2.1.1 Curative Services 


Overall, when people fall sick, the majority of head of households say they 
are aware of and use government health services (nearly 80%). There 1s no 


caste difference in this respect. 
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NT ees 
However, when asked about place of treatment sought for illness in the last 
three months only about 50% of children and adults had actually been to 
government centre or health worker. Of the other half, 30% went to a non- 
government clinic or private doctor and 20% stayed at home. Half of those 
used a home remedy. The proportion of sick persons who did not seek 


assistance anywhere was much higher (around 30%) among Scheduled 
tribes. 


There were no great differences in place of treatment sought between male 
and female children. 


§.2.1.2 Mother and Child Health Services : Use of health services during pregnacy 


Currently married women were asked about the birth of their last child 
during the previous two years. Of these, nearly 50% went to, or were visited 
by, health staff for ante-natal care. The number of women receiving ante- 
natal care doubled between 1982 and 1989. 


About half the pregnant women received iron tablets or tetanus toxoid, and 


35% received both. 7 
Levels of ante-natal care were highest in Cuttack, but differed little in other ss 


districts. Coverage was lower among the scheduled castes and tribes, and 
less educated women and those living in poor housing. For these disadvan- 
taged women only one third received ante-natal care. 


Le 


When heads of households were asked about their awareness of services for 
pregnant women less than 20% said they knew such services existed. 


Nearly 80% of womenwere delivered at home by untrained persons. Among 
the scheduled castes and tribes only 10% of births were conducted by trained 
persons. Only 12% of deliveries were conducted in institutions. 


Only 22% of women were seen by a health worker during the 6 weeks after 
delivery. Among the scheduled tribes the contact rate was lowest (13%). 


The overwhelming reason given by mothers for not using the health services 
was that they did not feel the need to do so. 


Only a quarter of mothers started breastfeeding on the day of delivery, and 
two-thirds started after two days. No sex differences were apparent 1n 


bréastfeeding practices. | 
Only 10% of women aged 15-49 years knew how to give oral rehydration 


therapy correctly. 
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5.2.1.3 Immunisation Coverage 


In villages with a health facility two-thirds of children had been immunised 
with DPT and polio vaccines. However, less than half had received the full 
3-dose course of each. 


Coverage of BCG and measles was lower, with only 30--40% of children 
protected. 


Immunisation was lowest amongst children from the scheduled tribes. 
5.2.1.4 Family Planning 


34% of married couples were currently using a family planning method. 82% 
of these had beensterilised, the majority attributable to female sterilisation. 


The mean age at which women are sterilised is 30 years and the average 
number of living children at the time of sterilisation was 3.7, the youngest 
child being 1.4 years. Almost 80% of never-users of contraception had not 


been visited by a health worker. Lo 

YY 

Most women of childbearing ages knew about sterilisation, but only half 7 y 

were aware of spacing methods (Nirodh, loop or oral pill). 
14 


Use of spacing methods is very low only 2% in rural areas and 7% in urban 
areas. Users of spacing methods tend to be of higher educational and 
economic status. 


Only 13% of women knew that abortion services exist and are legal. Only 3% 
knew that this service is free at government hospitals. 


5.2.2 ACCESS TO AND QUALITY OF SERVICES 


One-third of those who used the sevices faced some problem. These included 
lack of transport, no medicines, poor service, payments required by staff and 
long waiting times. Transport was the most significant problem, particularly for 


the scheduled tribes. 


Nearly one-quarter of women who had beensterilised suffered from consequent 
complications, and one-fifth of these did not get any treatment for them. 


Almost half were not visited by a member of health staff after the operation. 
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The above findings indicate four major problems in the reach and quali 
| 
health and family welfare services : quality of the 


a. Lack of awareness of vital preventive services and consequent 
non-utilisation. 


b. Of those who are aware, many do not feel the need to use the services. 
c. Of those using the services a significant number experience problems. 
d. The utilisation of services is less amongst the most disadvantaged groups. 


6.0 SUGGESTIONS TO IMPROVE 
SERVICE DELIVERY 


6.1 SUGGESTIONS DIRECTED AT LACK OF AWARENESS 


Suggestions directed at lack of awareness or felt need can be grouped under 
Information, Education and Communication (IEC) activities. These include : 


* Training of field level workers in communication skills and emphasising their 
role as health educators. 


* Planning of IEC strategies at the block level with the Block Extention Educator 
(BEE) as Coordinator. 


* Working with voluntary organisations to deliver health messages. 
* Using folk artists to deliver health messages in their performances. 


* Involving village people, particularly women, in designing posters which have 
more meaning for them. 


* Involving those satisfied-with their family planning method as resource persons 
to promote wider acceptance of contraception. 


* Working through village womens groups to promote discussion on health issues 
in order to increase knowledge about good health practices and to generate 
demand for health services. 


* Studies to improve understanding of existing health beliefs and practices and 
plan communication strategies accordingly. 


* Increasing the reach of radio and televisica (at present very low) which can be 
used as a medium of health information. 
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SUGGESTIONS DIRECTED AT QUALITY OF SERVICES 


Those directed at improving the quality of the services include : 


6.3 


Improving supervision at field level to stimulate the frequency and content of 
home visits. 


Improving management skills of doctors, nurses and other supervisors. 
Upgrading the skills of traditional birth attendants. 


Establishing District Training Units to co-ordinate all training activities at the 
district and block levels. 


Improving information systems to allow planning at the district and block levels. 


Developing a rational drug supply system to ensure adequate supplies of 
appropriate medicines to primary health centres and sub-centres. 


Supporting voluntary organisations to work in areas government finds difficult 
to reach. 


SPECIFIC RECOMMENDATIONS FOR 
FAMILY PLANNING SERVICES 


Intensifying efforts to promote spacing methods. 


Encouraging delay of first child through family planning education in schools 
and colleges, and targeting newly married couples. 


Promoting male sterilisation, particularly in younger men. 


Quality assurance in sterilisation camps and increased follow up post- 
operatively. 


Improving awareness of abortion Services. 


Increasing the choice of contraceptives through introduction of new methods. 
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7.0 PLANNING 


Participants felt that service planning should take place at the district or even block 
level, with broad policy objectives being set at national and state level. The rationale is 
that services can be better tailored to meet the health needs of a particular population 
which are not uniform throughout the State. Smaller planning units can be more 
responsive to changes in need and to community demands. 


However, planning at any level can only take place on the basis of reliable information, 
At the present the information base at district level is incomplete for planning purposes. 
As part of the Project a management information system has been developed and is 
being tested in Keonjhar ‘and Sambalpur. If this proves successful there will be an 
improved information flow from sub-centre level up to the district level, which will 
enable both a multipurpose worker to plan her workload and for district wide plans to 
be developed. 


7.1 TARGET SETTING IN FAMILY WELFARE 


The response to target setting was mixed. Some participants felt targets are 
essential for monitoring, others that fear of penalties mean that all efforts are put 
into achieving targets to the neglect of other activities. There was more agreement 
about multipurpose workers setting their own targets based on the number of 
eligible couples in their ’patch’. This would give them greater incentives to accu- 
rately record the number of users and to increase the acceptance rate. 


7.2 OTHER ISSUES 


There are many other issues which could be discussed in relation to service delivery 
such as : 


Incentives to workers and users to achieve targets and to accept family planning 
* introduction of user-charges and 
* intersectoral co-ordination 


It is not possible to cover these and other topics here, but it is hoped that this 
document will generate discussion amongst all levels of health workers about how 
to create a better health service and that these suggestions will reach the ears of the 
decision makers. 
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8.0 OPERATIONAL RESEARCH AGENDA 


8.1 WHY OPERATIONAL RESEARCH ? 


The importance task for operational research (OR) in the field of health, is to 
generate data required in health service planning and management. What kind of 
information can OR provide to managers of health programmes ? 


Measures of effectiveness of programme components. 
Acceptability to services users. 

Feasibility of new health interventions and delivery strategies. 
Comparisons of cost and cost-effectiveness of different Strategies. 


“* * 


In the the area of data collection OR has adopted methods from demography, 
anthropology, economics and other disciplines. 


8.2 IDENTIFICATION OF PROBLEM AREAS 


The workshop discussions on the Mode Survey identified the majorproblemsareas Y 
facing the Orissa Health and Family Welfare Programme as : Y 

a. The high infant mortality rate _ 
b. The low utilisation of spacing methods of birth contro! 18 
The main service delivery problems are : 

a. The ineffectiveness of IEC activities: 


b. Weak supervision of multipurpose workers (MPW), poor management at PHC 
level and consequent low quality services | 


c. Poorco-ordination between the different grassroot workers i.e. TBA, MPW and 
Anganwadi worker, and weak links between these health workers and village 
women. 


8.3 AGENDA 


With these problems clear in their minds, each of the 33 participants was ane ‘i 
suggest a specific topic for an operational research study. The studies suggested fe 


into three categories as given below. 
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8.3.1 MANAGEMENT STUDIES 


Allowing Multipurpose Workers to plan their own work andset their own family 
welfare targets based on local population needs. 


Strengthening links between the grassroot level workers and creating mecha- 
nisms for community participation in health care. 


8.32 EPIDEMIOLOGICAL STUDIES 
Studies to evaluate the: 


Impact of disposable delivery kits on neonatal mortality 
* Impact of insecticide impregnated bed-nets on malaria incidence 


8.3.3 IEC STUDIES 
IEC studies such as : 


* Satisfied contraceptive users promoting family planning to non-users, with 
emphasis on spacing methods. 


* Evaluation of folk performers as communicators of health education 
messages. 


* Planning IEC activities at block level including, the role of the BEE as 
planner/co-ordinator, and use of local artists to design materials. 


* Acceptance of rice-based oral rehydration solution. 


The study topics obviously cover the same areas as the suggestions for improve- 
ment in service delivery as both are based on the problems identified by the 
Mode survey. The reasons for carrying out specific studies is to test whether our 
ideas about how to make the service work better, and ultimately improve health 
status, will actually work. 
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CONCLUSION 


This report has given an overview of the findings of a state-wide Survey on health status 
and service utilisation. This has generated much discussion about the best ways to 
improve health and family welfare services. Many of the suggestions to improve services 
are now being implemented through the Orissa Health and Family Welfare Project. 
District Training Teams are being established, a Management Information System is 
being developed and tested in two Districts, and new IEC Strategies are being worked 
out. Three research action plans have also been drawn up based on the workshop 
recommendations. 


These are some of the attempts at Project management level to address the health and 
family welfare needs of the people of Orissa. This report will bé made available 
throughout the districts to sub-centre level. It is hoped that this will stimulate initiatives 
at the field level, where all the important action takes place and the people who can 
really affect change are working. The constraints under which people are working are 
well known. Nevertheless, we believe that significant improvements in the effectiveness 
of the Health and Family Welfare Services and can be made in the light of these survey 
findings. 
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TABLE 1 : COMPARISONS BETWEEN MODE AND SRS DATA : 


FERTILITY 


PHASE I PHASE II SRS 
5 DISTRICTS 5 DISTRICTS ORISSA 
FERTILITY 1987-89 average | 1987-89 average 


CRUDE BIRTH RATE scr) 


Rural 31.9(87-88 ave) 
Rural & Urban 31.3(87-88 ave) 


TOTAL MARITAL 
FERTILITY RATE 


Rural 


Rural & Urban 


AGE SPECIFIC MARITAL 
FERTILITY (RURAL) 


15-19 


21 


20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
OBSTETRIC CARE- 


RURAL BIRTHS BY TYPE 
OF ATTENDANCE (%) 


Institutional 
Domiciliary (trained) 
Domiciliary (untrained) 


* Source :Sample Registration System 1987, Office of the Registrar General, India, 1989, LS : 
Registrar Gencral’s Newsletter, January 1990, Vol.XXI,No.1, Office of the Registrar VG z. ae \ 
General, India. hs . # ae \ 
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TABLE 2 : | COMPARISONS BETWEEN MODE AND SRS DATA : 


MORTALITY 


PHASE I PHASE II SRS 
5 DISTRICTS 5 DISTRICTS ORISSA 
1987-89 average | 1987-89 average 1987* 


13.2(87-88 ave 
12.7(87-88 ave 


129 (67.88 ae) 
124 (7-88 ave) 


MORTALITY 


CRUDE DEATH RATE 
Rural 

Rural & Urban 
INFANT MORTALITY 
RATE 
Rural 
Rural & Urban 
Male 


Female 
NEONATAL MORTALITY 
RATE 

Rural 

Rural & Urban 


POSTNEONATAL 
MORTALITY RATE 


Rural 
Rural & Urban 


* Source :Sample Registration System 1987, Office of the Registrar General, India, 1989. 
Registrar General’s Newsletter, January 1990, Vol.XXI, No.1. Office of the Registrar 
General, India. 
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TABLE 3 : DISTRICT 


INFORMATION 


EDUCATIONAL STATUS OF WOMEN 


DISTRICTS 


CUTTACK 
GANJAM 
KALAHANDI 
PHULBANI 
PURI 
DHENKANEL 
KEONJHAR 
SUNDERGARH 
MAY URBHANJ 
SAMBALPUR 
BALASORE 
BOLANGIR 
KORAPUT 


SOURCE : MOOE 1989 
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TABLE 4: DISTRICT INFORMATION 
ANTENATAL CARE 


DISTRICTS 


Cc U T TAC K SSAA 4 7 


G A N J AM [ANIA 33 ; 
K A L A H A N Di ANN AAA 36 
a H U LB AN | SAMUI ANAT 
Pp U R ] ANTM AATT 3 
D H E N K A N = L AANA 
K EONJ H AR ANNONA AAT 38 i 
S U N D E RG A Re H SAMA ANINTANNY 60 U/ 
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TABLE 5: DISTRICT INFORMATION 
CONTRACEPTIVE PREVALENCE 
DISTRICTS 
CUTTACK Sv IRIGY AG KHAN URS RONG ANDAR Fc WIE a ew m 32 * eae 
GANJAM  X@ExaREESET LEER Se ae Nt 
KALAHANDI Tat MH MIR GEIS 10 cresting VERITY ' 32 
PHULBANI faa SS Cu 
PURI SEV ee BET ee care SoM Ma 32 
KEONJHAR ScRuE 5a ag 2a PALA IAWE, M's COURTS RESIN TT 32 
SUNDERGARH _ axes SAN RES SU ATTAPRNO LV VEY OM 92 
MAY URBHANJ Latch Si. FC LBGAE UT SNS PRC al AAP GAMCRMASIELA Ms yr tun aS WAST tM SUES RCN 34 
SAMBALPUR MEI PTL S NSN PROD B ARG AST ARAYA GEL] ASL MORAY Rg MEN ek 04 84 Uy 20 
BALASORE SEL ee «23 
BOLANGIR BEN Ie on a Lee ee 19 
KORAPUT USDA Ga i kat Tey SVERIGE VL PIDEAS RENTS aN Pega) pA SARIN lee eae > Sea 32 


USERS OF CONTRACEPTIVES(WIVES 15-49 YRS) 


Ha PERCENTAGE 


0 5 10 «415 «(pe@einiess i SG renee). ap 
SOURCE : MODE 1989 
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DEFINITIONS OF TERMS 


FERTILITY MEASURES 


1. CRUDE BIRTH RATE (CBR) The number of live births per 1,000 


population in a given year. 
2. TOTAL MARITAL FERTILITY ; The average number of live births a 


RATE married woman islikely to have over 
her child bearing period. 


3. AGE SPECIFIC MARITAL : The number of live births per 1000 
FERTILITY RATE married women of a specific age ina 
given year. 
MORTALITY MEASURES j _ 
4. CRUDE DEATH RATE The number of deaths per 1,000 26 


population in a given year. 


5. INFANT MORTALITY RATE The number of infant deaths below 
one year of age, per 1000 live births 
in a given year. 


6. NEONATAL MORTALITY RATE The number of infant deaths below 
28 days per 1,000 live births in a 
given year. 
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